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Abstract:
Through a positivistic and phenomenological approach, the study examines social
determinants of COVID-19 related sickness and suffering in the Bronx, New York City, New
York, ZIP codes 10462, 10472, 10467, 10458, 10474, and 10464. I utilize a violence paradigm
(structural and everyday violence) to describe the social determinants of risk and sickness-related
suffering and deploy an assemblage framework to shed light on how these determinants create
negative synergies that undermine wellbeing and render certain communities vulnerable to
extreme suffering. The mixed methods include 64 surveys and eight interviews. Analysis
methods include a descriptive analysis of survey results and a thematic analysis of qualitative
interviews. From environmental pollution to low access to nutritious foods, healthy lifestyles
become inaccessible, leading to many chronic diseases that precipitate vulnerability to
COVID-19 infection and potentially worse outcomes. Factors such as language barriers,
stigmatization of those diagnosed with COVID-19, and culturally insensitive healthcare delivery
discourage many immigrants from adhering to COVID-19 safety precautions.
Lower-socioeconomic status axiology is primarily shaped by poverty and survival; due to city
government neglect, following public health rules often requires sacrificing basic necessities.
The framework of social distancing, sanitizing, and quarantining prescribed to limit the
transmission of COVID-19 is a template based on upper-class ontology and does not consider
the social and economic nuances that exist for marginalized populations. To improve health in
the Bronx, a culturally relative lens must be used to recognize the political-economic and social
systems that have systematically deprived communities of color multi-generationally. COVID
relief must be drafted with a lens of reparations.
I.

Introduction
One rainy afternoon, I was trudging home from the Parkchester subway station when

someone behind a flower stand remarked, “You have no umbrella; take mine” in Bangla. “It’s
okay, I’ll run,” I insisted. His face wrinkled as he smiled and I sensed the warmth of a man
whose humble and time-consuming work never reduced his hospitality. “Take it, child!” he said.
The image of this man smiling proudly beside his vibrant flowers amidst a dingy train station is
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one I cannot forget. A year later on June 4, 2020, I was scrolling through Facebook when I saw
the image of the same man on my newsfeed from a local mosque organization. Captioned near
this image were the words, “Please pray for Abdul Sharif, he has passed away today due to the
coronavirus…” He was a stranger to me but he exuded kindness and seeing him everyday on my
walk home from the train station became a part of my routine. It was at that moment that I
realized that even when the pandemic finally ends, we would still never be able to fully return to
our regular routine. So much has changed that the idea of “normalcy” has been permanently
redefined. The lives that were lost and the challenges that were faced, will create a sense of
emptiness. According to the New York State Department of Health, New York has seen over two
million coronavirus cases and over 167,000 of those cases were in the Bronx. More than 50,000
New Yorkers have passed away due to COVID-19, with over 6,000 of them being in the Bronx.
The first couple of weeks after the Centers for Disease Control (CDC) declared
COVID-19 a pandemic were a blur. I remember routinely scrubbing my hands with soap so hard
that pieces of skin would tear in between my fingers. Everytime I went outside, I would
compulsively calculate how far people were from me, track how many surfaces I had touched,
and note down exactly which of my personal items I had potentially “contaminated” so that I
could wipe them down at home later. As someone with an obsessive-compulsive disorder
(OCD), hearing about a new deadly disease gone rampant intensified my need to mentally track
germs. The coronavirus felt like an evil villain that crept into people’s unsuspecting homes and
enveloped them in darkness. However, I was convinced that if we followed the recommendations
placed by the CDC, we would be safe from the bleak reality. When distant friends around me
became sick with COVID-19, part of me assumed that it was their fault because maybe they
hadn’t worn a mask or had attended a large gathering.
It wasn’t until more friends, relatives, and colleagues (primarily immigrants) began
getting sick around me in the Bronx that I realized how little control we may ultimately have
over our well-being. Wearing masks, using hand sanitizer, and limiting social contact are all
things we could do to the best of our abilities to decrease our risk of contracting the coronavirus.
However, in a society where social forces influence our class, income, and access to resources,
certain groups are more likely to contract the virus than others.
Geography is most commonly used to analyze maps and understand the physical
arrangement of the world. While these borders are essentially invisible and political, the way in
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which society shapes their meaning and form in times of contagion make these boundaries
dangerously evident. The association between neighborhood socioeconomic status (SES) and
health status helps us to explore the pre-existing health inequities that COVID-19 magnified,
understand the social contexts that individuals live in and the multi-layered relationships that
cause bodies to become ill or suffer.
With this personal experience in mind, I utilized the opportunity to write an honors thesis
to examine the social context and social determinants of COVID 19-related suffering in the
Bronx, while these experiences are fresh in people’s memories. Using a mixed methods
approach, I conducted 64 surveys and eight interviews. Analysis revealed 41% of Survey B
respondents reported either them or someone in their household testing positive to the
coronavirus during the months of March to June 2020. About 50% of Survey B respondents
reported losing a job or being unable to work due to COVID-19 and about 32% reported
struggling to pay for rent from April 2020 onwards. A whopping 68% also did not feel they had
access to nutritious food where they lived. 43% also noted that their living conditions make it
nearly impossible to safely quarantine in their home. Government neglect, cultural and religious
stigma about the coronavirus, and survival mentality were common themes derived from the
interviews that presented unique challenges for Bronx residents during the COVID-19 pandemic.
II.

Background

The Bronx: A Brief History of Violence and Resilience
The Bronx was named after James Bronck, the first European settler to live on the
mainland (in 1639) across from Manhattan to the northern and eastern areas now known as the
Bronx. Despite tensions between the indigenous groups of the Bronx and the settlers, the
Europeans still arrived in masses and slowly coalesced into settled populations. However, the
urbanization of the Bronx most notably began with the introduction of the subway system in the
1900s which created easy access from the Bronx to Manhattan (Tarver, 2009). New Yorkers
began to move into the Bronx, ditching their cramped apartments for suburban life for half the
price. Due to this high influx of residents, more apartment buildings were created and soon
enough, this once earthy enclave became an attractive urban landscape. With the opening of the
Bronx Zoo in 1899 as well as the Yankee Stadium in 1923, the Bronx was seen as a place of
prosperity and growth. Indeed, it was in the Bronx where architecture began to consider creating
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spaces that were both habitable and convenient. Bronx apartments were among the first in the
city that incorporated elevators, had sections of land designated for parks, and had streets lined
with trees to provide a sense of calmness. Moving to the Bronx was seen as a sign of social
mobility and attaining the American Dream (Tarver, 2009).
By 1930, there was a large movement where politicians were tracing red lines on
financial maps around areas with high populations of ethnic minorities and deeming them
“hazardous.” Minorities such as Blacks and Puerto Ricans were faced with an ominous reality.
Those in the redlined communities were refused services from the government that were
otherwise accessible to other neighborhoods either directly or through the selective inflation of
prices. Despite having all of the legal qualifications, services such as federal loans, house
insurance and fire insurance were nearly impossible to attain for those living in the redlined
regions (Acevedo, 2020).
“Urban renewal” was also introduced at this time as an innovative project to tear down
Manhattan tenement buildings and replace them with modern apartment buildings for
middle-class housing. This phenomenon is one that Harvey Molotch, an American urban
sociologist, describes as operating “the growth machine.” The growth machine is a rhetorical
strategy that creates the illusion that urban growth is beneficial to everyone when in actuality, it
is a manipulative strategy for those in power to generate profit that rarely ever trickles down to
other members of the community (Molotch, 1976). The result of this is displacement, such as
gentrification, where many things become less available for the general community. In fact, this
“urban renewal” of Manhattan residential slums displaced thousands of African Americans
whose homes were demolished and were forced to rebuild their lives in the Bronx (Tarver, 2009).
Demolished homes, population shifts, housing shortages, and facing systemic denial of
resources, led to an outbreak of street crime, drug violence, and gang violence which promptly
directed the move of one million white, middle-class Bronx residents to live in the city, also
known as the White Flight (Tarver, 2009).
The race-based realities of urban renewal coupled with redlining created the perfect
formula for corrupt politicians to carry out their racist agendas aimed at maintaining power
amongst the elite. As the majority of the white population fled to Manhattan, so did attention to
the Bronx. The ethnic minorities in the Bronx were neglected, forced to succumb to the lowest
standards of living, and given no aid to alleviate themselves out of poverty. Amidst the systemic
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racism that pushed ethnic minorities at the bottom of the social ladder, a picture was being
painted of the Bronx and its immigrants as lazy, uneducated, and barbaric.
In the 1970s, fires ravaged the South Bronx. Many buildings were aging, being
abandoned, and landlords struggled to pay for taxes and maintenance. Destroying a building
proved to bring more profit than renovating the building. As a result, unscrupulous landlords
chose to hire local youths to burn down the buildings so they can receive fire insurance from
insurance brokers. Landlords were not required to fix the buildings and they were ultimately able
to take their money and walk away. To make matters worse, there were few policies that
protected the nearby residents or community members from these dangerous environments. In
1971 alone, the state insurance pool paid out over $10 million dollars to cover the fires (Avrigan,
2015). One after another buildings were set ablaze like wildfire for several years. In 10 years,
about 80% of housing was lost to the fires and about a quarter of a million people lost their
homes (Avrigan, 2015).
President Nixon’s urban affairs advisor, Daniel Moyniham, argued that the problems of
the city should be ignored and that the traditional economic gap between the white and Black,
was essentially nonexistent (Avrigan, 2015). His oblivion to the issues of systemic racism only
added fire to the flames that were erupting in the South Bronx--quite literally. From 1966 to
1972, fire companies were strategically closed down in mostly poor neighborhoods with high fire
numbers. Moyniham argued that the fires were a “leading indicator of social pathology (Avrigan,
2015).” His argument perpetuated the belief that ethnic minorities in the Bronx were setting their
own homes on fire, fueling the stereotype of Bronx residents being deranged and uncivilized.
By 1980, community organizing aimed at rebuilding the community. Abandoned and
vacant buildings were restored, litter and ashes were cleaned off the streets, and gardens were
replanted. The South Bronx Greenway project was created to overhaul the Bronx waterfront
from a polluted barrier of industrial sites to a green space. Tenants began coalition building,
leading one of the largest tenant-run co-op programs in the country. Residents collectively
pressured the fire department to assign an arson investigation team to the borough which
alleviated the numbers of fires occurring. Perhaps one of the most notable moments of this
transformation of the Bronx would be the five-year 4.4 billion dollar program to rehabilitate the
Bronx along with permanent affordable housing for its residents (Tarver, 2009).
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Despite the progress of the 80s, fire, neglect, and abandonment best describe the turmoil
the Bronx endured in the 1970s. A borough that was once a symbol of economic growth,
transformed into one of filth, garbage, and ashes, and then rose again. Despite the claims that the
Bronx residents were the ones who burned their own homes, they were in fact the ones who
saved it. However, the fight continues today, 50 years later. According to the New York City
Housing Authority, there are about 44,293 public housing units in the Bronx, and many remain in
disrepair.
Health Conditions in the Bronx Today
The Bronx is shaped by decades of systemic racism. Although through community
organizing, it has been able to prosper in many ways, there are still a multitude of social issues
that plague the borough. When my brother was 5 years old, he was hospitalized for 6 months at
Montefiore Medical Center for his severe asthma. Prior to his hospitalization, there would be
countless nights my mother would cradle him in her arms as he held a miniature nebulizer in his
hands. I do not have asthma, but I imagine the agonizing feeling to be similar to that of
drowning, viciously searching for air in your own internal prison. Children in the Bronx are
twice as likely to be hospitalized for asthma than asthmatic children in Manhattan (Warman, et.
al, 2010). Studies indicate about half of all elementary schools in the Bronx are within 200
meters of industrially-zoned land to a truck route which increases air pollution, a known trigger
for asthmatics (Warman, et. al, 2010). The Bronx is also home to power plants, toxic waste
facilities, bus depots, and a ring of highways and Diesel trucks that work together to create some
of the worst air pollution levels in the U.S. According to the NYC Department of Sanitation, the
15th Congressional District in the Bronx has nine garbage-transfer sites and at least three
medical-waste sites.
The Bronx, one of the most densely populated and impoverished areas in the country,
ranks last by nearly every measure, including least healthy county in New York, according to the
Country Health Rankings in 2017. The 15th District (NY-15), the Bronx’s chief congressional
district, is the poorest in the U.S. with a median income of $30,483 based on the 2016 U.S.
Census Bureau. Statistics show that 60% of Bronx households spend at least 30% of their
household income on rent (already considered a severe rent burden), while 30% used at least half
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of their income on rent (Heitler, 2017). Prior to the COVID-19 pandemic, youth employment in
the Bronx was 19% and child poverty was around 30% in New York (Heitler, 2017).
Consequently, with little money leftover for other necessities, it is unsurprising that out of
a population of 1.5 million Bronx residents, approximately 263,000 are food insecure
(Micmillan, 2021). Studies show that the Bronx holds substantially fewer supermarkets that sell
fresh produce. The Bronx has the highest rates of daily sugar consumption (32%), obesity (32%),
diabetes (16%), and hypertension (36%). According to data from the New York City Department
of Health, the Bronx also has the highest percentage of adults who reported not seeing a
physician at least once in the past year (12%), the highest rate of avoidable hospitalizations
among adults (2,091/100,000), and the second highest percentage of adults who did not have
health insurance.
COVID-19
COVID-19 is a new disease, caused by a novel coronavirus that has historically never
been observed in humans. Symptoms of this disease are variable, but typically include a cough,
fever, fatigue, respiratory issues, and loss of smell and taste. These symptoms can appear
anywhere between one day to two weeks after being exposed to the virus. However, about
one-third of people who are exposed, remain asymptomatic. Amongst the other two-thirds of the
population, about 81% develop mild to moderate symptoms. About 14% of the population,
typically those who have a chronic illness, are of an older age, or are immunocompromised,
develop severe symptoms such as pneumonia, hypoxia, respiratory failure, or multiorgan
dysfunction (CDC, 2019). The coronavirus mainly spreads from one person to another via
respiratory droplets during close contact or within six feet. These small droplets containing the
virus can spread from an infected person as they breathe, cough, sneeze, or even speak. Those
who are then infected, can transmit the virus to other people up to two days before they notice
any symptoms themselves and may remain infectious for about 10-20 days (CDC, 2019). Due to
its high infection rate, a virus that started as a few cases in China, has transformed into a global
pandemic infecting millions around the world.
In December of 2019, the coronavirus was identified in Wuhan, China caused by severe
acute respiratory syndrome coronavirus 2 (SARS-CoV-2), also known as COVID-19. By
January of 2020, during the early stages of the outbreak, the cases in China seemed to have been
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doubling about every week, spreading to other Chinese provinces; by January 20, 2020, China
reported more than 100 new confirmed cases and over 6,000 people developing symptoms in one
day (World Health Organization, 2019). When I first heard about the disease, it was through my
Biology professor who had been coughing throughout class that day. “Don’t worry,” he
chuckled, “I don’t have it...and it surely won’t be a concern to us here in the U.S.” By January
21, the first case of the coronavirus was found in Seattle, Washington from a 35 year old man
who had recently traveled from Wuhan, China. In an interview with CNBC, former President
Trump remarked, “We have it totally under control. It’s one person coming in from China, and
we have it under control. It’s going to be just fine.” Despite the World Health Organization
declaring the coronavirus as a “Public Health Emergency of International Concern,” on January
24, life continued as normal in New York. I attended classes, continued going to work at Khan’s
Tutorial, and met with my friends at Astoria Park on the weekends. There was an inexplicable
level of calmness in the city despite the warnings from health officials around the country. While
the darkness that had encapsulated China grew darker and larger, New York, along with the rest
of the country, obliviously remained in what I can only describe as a fragile bubble.
Cases eventually spread to countries around the world, developing into outbreaks as
governments scrambled to manage a potential epidemic. By the end of January, China’s cases
had surged to over 10,000 infections and the death toll had exceeded the SARS epidemic of 2002
(AJMC, 2021). On February 12, over 10,000 individuals were diagnosed with having COVID-19
in a single day alone. By the first week of March, over 80,000 cases were reported in China.
Wuhan’s citizens were unable to leave their residency unless for a medical emergency or if they
were frontline workers. The way sardines are tightly packed into tiny little jars was how the
jam-packed sea of people in the hospitals looked. A nurse recording a hospital hallway
showcased bodies of exhausted patients, laying on the floors waiting for beds to become
available. Videos flooded the media of overworked Chinese doctors and nurses on their knees,
screeching in agony from the pain of losing hundreds of patients. Images of people in Wuhan in
hazmat suits carrying an insurmountable number of covered bodies circulated the internet. The
hazmat suits, covering every inch of one’s body, gave off an eerie resemblance to the plague
doctors in bird-beaked masks during the Black Death.
By March 27, there were over 23,000 confirmed COVID-19 cases and only two days
later, that number rose to 30,765 9 (AJMC, 2021). New York City had become the epicenter of
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the virus in the U.S. By then, Governor Cuomo had issued an executive order closing down
non-essential businesses. As a result, by April, thousands of New Yorkers had either lost their
jobs or had decreased wages. Low income jobs in retail, restaurant sectors, sales, and
transportation as well as service workers, small business owners were especially affected.
Meanwhile, front line workers, many of whom were from low-income families, had to continue
working and risk infection everyday. On April 10, 2020, I woke up to a breaking news alert on
my phone: “BBC: New York state now has more coronavirus cases than any single country
outside the US, according to latest figures.” According to the Department of Health, the caseload
of COVID-19 had skyrocketed from 10,000 on April 9th to 159, 937, about 6,000 more cases
than Spain and 16,000 more than Italy.
By May, the Bronx had the third highest rate of coronavirus in the city with more than
42,600 residents testing positive for COVID-19. For months, my family obeyed Governor
Cuomo’s stay-at-home order and faced an endless, discombobulated routine of working from
home. Every morning, my mother made a concoction of milk, turmeric, ginger, honey, cloves,
and cardamom for everyone to drink-- an immune boosting recipe she learned from her
grandmother in Bangladesh. The incessant sound of the ambulance as it raced past my house to a
nearby hospital was a constant reminder of the wretched reality we were in. My mother one day
lamented, “I started to count in my head the seconds between every ambulance that passes by
and I can’t get to 60.”
For months, there was a white truck on the side of the road across from the hospital that
could be seen from our window. My mother would see white body bags being placed inside this
truck and left for days untouched. Typically, when a patient dies the hospital would cover the
body in a sheet and roll it to the hospital morgue. Due to the overwhelming number of deaths,
bodies were now encased in multiple body bags and placed in a refrigerated truck that is replaced
every couple of days. Human beings who were once alive and breathing, were being stuffed in
vans in insurmountable numbers.
So much information about COVID-19 at that time varied, contradicted itself, quickly
changed, or simply remained uncertain. The four walls surrounding me felt like the only control I
had in keeping myself safe. However, I felt powerless against the masses of college students who
gathered to party on Florida beaches during Spring Break. I was outraged that people were still
gathering in large groups while frontline workers, including my father, had to risk their lives
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everyday working in order for society to still function. I felt anger when I saw people refusing to
wear a mask-- the same ones who not long ago, were advocating for #AllLivesMatter during the
Black Lives Matter movement in late May. I am in no way blaming them for the catastrophe that
the world was going through, but I needed to project my anger somewhere.
I soon realized that the reality I was living in was different from that of other New
Yorkers living outside of the Bronx, and even outside of my ZIP code (10472). Surely enough,
all of the city was on lockdown and we were all expected to adhere to the same rules of masks,
staying home, and practicing social distancing. However, the level of anxiety from food
insecurity, being unable to pay for the following month’s rent, struggling to find protective
equipment and sanitizer, and the overall tension from extremely high rates in the neighborhood
were not challenges as apparent to many of my colleagues as they were to me and my neighbors.
Indeed, after long conversations with my colleagues who were scattered across Manhattan and
parts of Brooklyn, I recognized the stark contrast in lifestyles we were in despite living in the
same city, during the same pandemic.
By May 2020, the Bronx, which has the highest proportion of ethnic minorities, highest
poverty rates, and lowest high school graduation rates, had the highest COVID-19 related
hospitalization and death rates amongst the other 4 boroughs (Wadhera, 2020). According to
health department data, the number of hospitalized COVID-19 patients per 100,000 population
was highest in the Bronx (634) and lowest in Manhattan (331). The deaths related to COVID-19
per 100,000 were also highest in the Bronx with (224) and lowest in Manhattan (122) (Wadhera,
2020).
The Bronx also has the lowest percentage of employees who can work remotely
(Wadhera, 2020). Indeed, many of the essential workforce who continue to work in the city
during this public health crisis predominantly reside in the Bronx. Everyday, they can be seen
squeezing into buses and trains that take them across the city to their jobs. Whether it's garbage
collectors, healthcare workers, cooks, cashiers, or delivery men, Bronx residents have to bear the
burden of upholding the city-- and increase their own risk of becoming infected in the process.
In the southern Bronx, many African Americans and immigrants suffer from preexisting
conditions like asthma, obesity, heart disease, and HIV/AIDS, putting them at an even greater
risk of developing severe symptoms if they do contract the virus. Similarly, the east Bronx holds
a large enclave of south Asian residents where diabetes is rampant. These residents are then
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either let off from their jobs or are forced to work in situations that increase their risk of exposure
to the coronavirus. Black and Latino residents make up a vast number of COVID-19 cases at a
rate of 2,678 cases per 100,000 people (Essa, 2020). In fact, data from the Department of Health
suggests that Black and Latino residents in the Bronx are twice as likely to die from the
coronavirus than in any of the other 4 boroughs. It is evident that stark differences exist between
the Bronx and other boroughs in suffering and COVID-19 related experiences. Even living
within the Bronx, I have seen notable differences across ZIP codes. My thesis aims to build upon
what these differences are and how COVID-19 related suffering looked for some of the hardest
hit areas of the Bronx.
Social Suffering
Bronx residents have a long history of experiencing social suffering. Sexism, institutional
racism, and prejudices are invisible forces that can manifest into the physical form as poverty,
depression, food insecurity. Paul Farmer, a prominent anthropologist and physician, notes in his
article, “On Suffering and Structural Violence,” “social forces ranging from poverty to racism
become embodied as individual experience” (2009, p.19). Sociologists have long been trying to
study the suffering of individual experiences and how it relates to the greater societal forces.
Millions of individuals have suffered during the coronavirus pandemic. Aside from becoming ill
and/or dying, pandemic related suffering includes food insecurity, financial burdens from loss of
wages or employment, social isolation, distress from routine disruption, and emotional trauma.
Immigrant communities have disproportionately suffered from the COVID-19 pandemic. My
thesis can be considered a microanalysis of suffering brought on by health disparities as it
explores them within ZIP codes of a borough.
Beyond Social Determinants of Health (SDH): Violence Paradigm and Assemblages
According to the National Institutes of Health, “Health disparities are differences in the
incidence, prevalence, mortality, and burden of diseases and other adverse health conditions that
exist among specific population groups in the United States'' (Krieger, 2005, p.7). In New York,
by mid-April, Hispanics were seen as the population with the highest death rate accounting for
about 34% of COVID-19 related deaths (Krieger, 2005). Aspects like higher income and higher
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levels of education have been seen to correlate with better health status. For example, someone
who may not have a high school degree may have a difficult time receiving a career or a
competitive salary. As a result, they may struggle to afford nutritious food, or medicine, which
can negatively affect their health. This is one simplified example of how social factors influence
health although usually there are hundreds of complex, nonlinear social forces at play.
The factors that contribute to one’s health are the determinants of health. The social
conditions in which people grow, live, and behave also determine health. These conditions can
include one’s race, sexual orientation, environment, health systems, socioeconomic position, and
networks. Inequities can be seen by these factors in screening rates, incidence, access to
treatment as well as the treatment itself, and mortality rate across diseases including diabetes,
cancer, cardiovascular disease, HIV/AIDS and so on. Social conditions and illness are not
causally linked in the sense that poor socioeconomic positions will inevitably create poorer
health outcomes; instead, they are common indicators that may put certain people at a higher risk
for worse outcomes. A culmination of these factors, which are ultimately shaped by how power
and resources are distributed, build the framework for the social determinants of health.
The social determinants are not meant to be fixed, deterministic categories but fluid,
evolving, and easily transformable. According to the World Health Organization, determinants
that affect health inequities can be categorized between structural determinants and intermediary
determinants. Structural determinants encompass social, political, and economic processes such
as the government, policies, and the values of the community. The way in which these processes
are structured can lead to an unequal distribution of resources which determines one’s
socioeconomic position. Many factors like education, occupation, ethnicity, and social class
which are a part of one’s socioeconomic position, can influence their vulnerability and outcome
in regards to health (causing sickness to be at a higher rate, for example). In turn, these various
components have an effect on one’s material circumstances, psychosocial factors and behaviors
(which make up intermediary determinants). For example, one’s education can affect his diet or
how he responds to receiving vaccinations which can impact his health. In addition to structural
and intermediary determinants, access to and quality of health systems play a major role in the
ways in which people receive healthcare and experience different health outcomes as a result of
it. This framework helps to understand how the unequal distribution of power and resources
shape the social determinants which leads to health inequities. However, there is no clear
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association between each factor. The relationships between each process and the ways in which
they interact with each other to influence health outcomes are complex, and unique across
different populations, health categories, and so on. In my methodology, structural and
intermediary determinants will be used to lay the framework in understanding the social
determinants of COVID-19.
While using the SDH framework is helpful in dissecting social suffering, deriving the
cause of health inequities to the social determinants can be quite reductive, especially if
inequalities are said to stem from economic processes. While the social determinants provide a
strong method to conceptualize the social, political, and economic factors of health, it fails to
explain how these factors specifically interact with each other and with individuals to manifest
suffering. How do such broad forces such as social, economic, and ecological environments act
on the health of local places and biological processes of individual bodies? Deleuze and Guattari,
two philosophers, offer another philosophical framework using “assemblages.” Assemblages let
us dig deeper beyond broad variables and focus on the specific social contexts that individuals
live in and the multi-layered relationships and interactions that cause bodies to become ill or
suffer.
Assemblages provide the lens in visualizing the lived experiences of individuals’ health
by exploring their social and cultural contexts. Through assemblages, one can learn about the
structural and everyday violence of Bronx residents that is pertinent to evaluating the social
determinants of COVID-19. Chris Lockhart, a medical anthropologist, explains that violence is
not only a physical force that can be visually seen, but also includes “the processes that
contribute to social oppression and assaults on human rights and dignity” (Lockhart, 2008, p.95).
Paul Farmer emphasized the extensive and nonlinear relationship between violence and poverty.
He uses the term “structural violence” to explain the ways in which social structures and
institutions systematically cause certain groups to continually become economically
marginalized, have very little human agency, and in turn, suffer healthwise. Nancy Scheper
Hughes, another critical medical anthropologist, defines everyday violence as the individuals’
routine experience of violence. The overarching goal of my methodology is to use a mixed
methods approach to examine experiences of COVID-19 related suffering among people in
selected ZIP codes in the borough of the Bronx in New York City. I utilize a violence paradigm
(structural and everyday violence) to describe the social determinants of risk and sickness-related
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suffering and deploy an assemblage framework to shed light on how these determinants create
negative synergies that undermine wellbeing and render certain communities vulnerable to
extreme suffering.
III.

Methodology

Mixed Methods: Using Quantitative and. Qualitative Data Synergistically
Although I am aware of how socioeconomic positions can affect one’s health status and
experience of suffering, by following an inductive approach, I am open to gaining new
perspectives that help me understand the assemblages involved in the suffering of Bronx
residents. The quantitative approach uses objective analysis and statistical means to seek to
quantify data and generalize results from a sample of a population. A discussion about data
collection is explained later but in short, COVID-19 data in the Bronx was collected via the NYC
Test and Trace as well as my survey. However, in understanding suffering, statistics are not
enough to offer explanations, provide context, or interpret data as it relates to understanding the
social determinants of COVID-19. The way people describe, rationalize, and behave in different
settings is a function of their position in society (ethnicity, income level, education, environment,
etc). Through a phenomenological approach, the social, psychological, relational, and spatial
connections to the onset and experience of a pandemic and its challenges were considered. The
methodology does not aim to make conclusions about any specific community as to why they
have more COVID-19 cases or have suffered more than another community during the
pandemic. Instead, the findings are used to draw insights that suggest systemic inequalities exist.
My methodology considers various ethical components that are pivotal in collecting and
analyzing my research. The nature of participation in the research is voluntary and all
participants provide consent prior to starting. Individuals can withdraw at any time from either
the survey or the interview. Surveys, because they are disseminated through an online link and
do not ask for identifiers, are completely anonymous. Participants’ privacy is also secure in
interviews; anytime I reference an interviewee, I use a pseudonym.
From June to September 2020, the research questions, hypothesis, protocol, and design
were all under review by the thesis’s advisor, Corey Mead, and Baruch’s Institutional Review
Board (IRB). IRB reviewed the proposed research protocol to ensure it followed federal
guidelines and accepted ethical principles. In November of 2020 IRB approved the research
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protocol now titled “Exploring social determinants of COVID-19 related sickness and suffering
in the Bronx.”
Research Design
Using ZIP Codes as a geospatial unit
The ZIP stands for Zoning Improvement Plan. The first digit (0-9) in the five-digit code
divides the United States into 10 geographic areas with 0 being the closest to the east coast.
Within each division, there are designated Sectional Center Facilities (SCF) which is a
processing and distribution center of the United States Postal Service. The next two numbers of
the zip code determine the SCF and the local facility that distributes an area’s mail. The last two
digits denote the Zone around the SCF (typically a branch of the main facility such as a local
post office).
While ZIP codes are frequently used in studies, it is important to note that a ZIP code
does not actually represent an area, rather a collection of routes. ZIP codes correspond to address
groups and in some cases, one community may consist of more than one ZIP code and more than
one community may reside in a ZIP code. In order to collect accurate and organized data using
ZIP codes, the NYC Health Department uses ZIP Code Tabulation Areas (ZCTA) which organize
ZIP codes into units of area. When ZIP code data is referred to in this thesis, it will be based on
the ZCTA. This geography, created by the U.S. Census Bureau, uses census blocks with smaller
populations to allow stable estimates of population size as it relates to measuring rates.
Selecting Target Areas for Study
Each zip code chosen for my study was evaluated from March 2020 to June 2020 for
having either consistently high COVID-19 cases compared to that of other areas in the Bronx
and New York City, or comparatively low COVID-19 cases compared to that of other areas in
the Bronx and New York City. My data is organized into two categories. The first category of zip
codes include the ones I deem as “low-risk communities”:10464, 10474, and 10458. Since
population can vary drastically in each zip code, it is important to calculate a per capita number
in order for the numbers to be useful in comparing different zip codes. To account for the
variance in population size and densities, the following lists the COVID-19 case rate (per
100,000 individuals) as of June 13, 2020. 10474 (Hunts Point) has a COVID-19 case rate of
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2612.95. 10458 (Belmont) has a COVID-19 case rate of 2463.97. 10464 (City Island) has a
COVID-19 case rate of 2733.65, per 100k people. As of May 18, 2020, according to the NYC
Department of Health: 10464, 10474, and 10458 (the low risk communities) were the Bronx ZIP
codes with the lowest three coronavirus related rate of death per 100,000 residents.
The second grouping of zip codes are those with >1,000 cases as of September 10, 2020
and considered “high-risk communities”: 10472 (Soundview), 10462 (Parkchester), and 10467
(Norwood and Olinville). To account for the variance in population size and densities, the
following lists the COVID-19 case rate (per 100,000 individuals) as of June 13, 2020. 10472 has
a COVID-19 case rate of 2912.52. 10462 has a COVID-19 case rate of 2948.31. 10467 has a
COVID-19 case rate of 3391.41, per 100k people. While these numbers are actively growing
after each day, these 3 ZIP codes listed were chosen because they have since April consistently
been one of the most cases in the city, with 10467 remaining consistently as one of the second
highest number of cases as of September 10, 2020.
To ensure that the difference in mean cases between the two groups are statistically
significant, I conducted an independent t-test using the COVID-19 case rate values. The low-risk
communities in the Bronx (M=2603.5, SD=110.3) reported significantly fewer COVID cases
than the high-risk communities in the Bronx (M=3084.1, SD=217.8), t(4)=3.59, p<.05. The
entirety of the Bronx has suffered tremendously from an exceedingly high amount of COVID-19
cases compared to other parts of New York City. Although the low-risk communities are titled as
low-risk, it does not necessarily mean that the communities themselves are prosperous and
entirely different from the high-risk communities. They are not necessarily “low” in its own but
comparatively low when contrasted with the distinctly large number of cases in the high-risk
neighborhoods. Although my focus of the study is exploring the social context and social
determinants of COVID-19 in high-risk communities, I include low-risk community data in an
attempt to be able to notice risk factors in the high-risk communities that are less apparent in
low-risk communities.
In summary, the low-risk communities include the ZIP code tabulation areas of Hunts
Point (10474), Belmont (10458), and City Island (10464). The high-risk communities include the
ZIP code tabulation areas of 10462 (Parkchester), 10472 (Soundview), and 10467 (Norwood and
Olinville).
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1. Data Collection Methods:
Secondary public health data are the foundation of my survey research. It is crucial to
ground my findings off of preexisting records because they are based off of a much larger dataset
that is more representative of the entire population. Information from census records and the
American Community Survey are used to distinguish various characteristics of the ZIP codes
such as employment rates, median household income, education, race, and modes of
transportation in a ZIP code. Information from Github, a database where NYC government stores
archival COVID-19 statistics, is also used to identify the relatively low-risk and high-risk Bronx
communities.
Surveys
The online surveys were conducted via Baruch College’s Qualtrics software through the
months of December 2020 through April 2021. Two identical surveys were created, one for the
low-risk communities (ZIP codes of 10464, 10474, and 10458) and the other for the high-risk
communities (ZIP codes of 10472, 10462, and 10467). The survey was operationalized
according to the following variables: The survey consists of 30 multiple-choice questions
regarding participant education, income, housing situation, and experience with the healthcare
system. Some questions specifically pertaining to the months of April-June were added because
that is when cases were at its highest throughout the city. The full questionnaire can be found in
the appendix.
An exploratory analysis was done of any patterns within the responses of the high-risk
communities such as educational attainment, having health insurance, and access to COVID-19
testing. My research involved convenience sampling strategy. The link to the online surveys was
posted across social media platforms such as Facebook, Instagram, and Twitter. Through these
platforms, the links were posted on personal accounts, on community based organizations’ pages,
and Bronx mutual aid network pages. Any adult who resided in the listed ZIP codes were eligible
to participate.
I received 126 responses (62 responses from the low-risk clusters, and 64 from the
high-risk clusters). Due to the limited scope of the project as well as time restrictions, the
response rate may not necessarily be representative of the entire population that is eligible to be
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surveyed. Although the findings may not be generalizable, they are meant to supplement the
census data and address more specifically, questions related to the social determinants of
COVID-19 and pandemic-related experiences. Although there were two surveys, analysis was
based on Survey B responses only. Later in the analysis portion, I discuss why only Survey B,
which has a total of 64 responses, was used.
Interviews
Through interviews, I hoped to gather qualitative data about the pandemic-related
experiences of individuals in the low-risk communities and the high-risk communities. Due to
COVID-19 safety precautions, I conducted the interviews virtually over a video call. Participants
were selected based on those who expressed interest in sharing a story about the pandemic after I
made several posts about it across social media. Interviewees did not need to have been infected
with COVID-19 or suffered in a particular way in order to be eligible-- those who had lived in
the communities I studied from March 2020 to the present, were able to participate as their
experiences were equally as valid. After following IRB protocols and completing consent sheets,
I was able to confirm 8 interviewees. Interestingly enough, every interviewee from the high-risk
communities, had either been infected with COVID-19, or had a family member who had been.
The interview questions follow an unstructured format in order for the conversation to
flow more freely. My interviews use a life-history approach in which I ask open-ended questions
that give the interview the power to decide what details are valuable to share that would help me
to understand their identity and story. Instead of jumping straight into questions related to
COVID-19, I first chose to understand the interviewee as a person outside of the illness and
pandemic. I asked them to elaborate on specific parts of their life (their job, community, family,
hobbies) and then gradually shifted towards their experience from April to the present.
Some questions during the interview were taken from the explanatory model narrative in
the McGill Illness Narrative (MINI) interview protocol. The MINI is a qualitative interview
schedule that is designed to explore different types of representations of illness:
chain-complexes, explanatory models, and prototypes. The following questions were taken from
the explanatory model of the MINI and were asked to some interviewees:
1. According to you, what caused you to be infected with the coronavirus? (If
interviewee expressed having COVID-19)
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2. What did having the coronavirus mean to you? (If interviewee expressed having
COVID-19)
3. Did your doctor (healer) give you any treatment, medicine or recommendations to
follow?
4. How do other people react to someone who has COVID-19?
Notes were taken throughout the interview that would help me to understand the
day-to-day problems people are facing, their experience accessing city resources, experience
with health care facilities, ability to adhere to social distancing, and overall how they are
handling the pandemic. I have attached guiding interview questions in the appendix.
1. Data Analysis
Survey
I received 126 responses (62 responses from the low-risk clusters, and 64 from the
high-risk clusters). Initially, the goal was to be able to observe any patterns or trends within the
survey responses of the high-risk communities and then see if they may be less apparent or
different from any trends in survey responses observed from those living in the low-risk
communities. Both similarities and differences between my survey responses and archival
research were closely examined to understand whether any variances exist and whether it reflects
gaps in research, sampling error, or another transforming variable to consider. After comparing
results to census data, I found that 2 of the ZIP codes analyzed in the “low-risk” survey mirrored
many similar demographic characteristics of the high-risk communities which led me to find (via
the NYC Department of Health’s data) that these particular two ZIP codes (10474, Hunts Point
and 10458. Belmont) were no longer low-risk communities as they had high rates of coronavirus
cases. Since these residents are actually from a high-risk area, answering a survey meant for
low-risk community members would falsely bias the results. Consequently, my analysis focuses
only on the survey results from the high-risk communities. When referring to the remaining
low-risk ZIP code (City Island) I used census data to generate insights about the low-risk
community and compare it with census data from the high-risk areas. My analyses relating to
City Island, thereby focus on solely census information while high-risk areas are analyzed by
both census data and survey data.
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Prior to analysis, Survey B responses were cleaned to make sure there weren’t any
duplicates or missing data. An exploratory analysis through Microsoft Excel was then performed
in which summary statistics and graphical representations were created in order to understand
common dataset variables and the relationships between them. This initial investigation is useful
in spotting patterns or anomalies across survey responses. I paid close attention to trends in items
that relate more directly to health status such as education, living conditions, or occupation. This
way, I generated insights that were more culturally relative and specific to the communities
within the areas and avoided relating individual events to population rates. Correlation does not
equate to causation since there are often confounding variables acting between the two events.
Interviews were extremely helpful in searching for these mediators/third variables while also
avoiding making spurious conclusions.
Interview
During the interviews, profound quotes and interesting comments were transcribed and
thematic analysis was conducted. The data was first coded; various phrases were highlighted and
a corresponding code was given based on any feelings, ideas, or actions that were described. The
coding process allowed me to create a condensed summary of recurring descriptions which
helped me to then generate broader themes. For the data analysis of interview results, I used
various theoretical perspectives to guide my findings. The social determinants of health, violence
paradigm, and assemblages provided a framework to base the organization of my thematic
analysis. While semi-structured interviews do not typically generate results that are
generalizable, it provides a rich, contextualized understanding of people’s lived experiences in
certain communities during the COVID-19 pandemic.
IV. Results
Census Analysis
The charts derived from the U.S. Census Bureau 2010 can be found in the appendix.
Studying the census data made me realize that numbers paint only part of the picture and
sometimes create an extremely narrow way of making observations. I struggled to find trends
between the first 3 ZIP codes (10474, 10458, and 10464) in order to compare it to trends within
the ZIP codes of 10462, 10472, and 10467. This led me to the discovery that while the ZIP codes
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that were labeled as “low-risk” had comparatively low COVID-19 cases from March to June of
2020, two of the ZIP codes, specifically 10474 and 10458, later in the year did substantially
increase in COVID-19 cases. Thus, while they were not one of the hardest hit during the
coronavirus peaks, they did suffer tremendously later on. It was because the census data seemed
inconsistent with my research that I was able to learn about the drastic fluctuation in COVID-19
cases in Hunts Point (10474) and Belmont (10458). These fluctuations could have occurred due
to initial lack of testing which may suggest lack of awareness or lack of accessible COVD-19
testing sites.
There are a lot of trends that can be drawn from the standpoint that 10474 (Hunts Point)
and 10458 (Belmont) are also high-risk communities along with the previously listed high-risk
areas. 10464 remained consistently low throughout the entire year and remains considerably low
in the present day. When comparing 10464 (City Island) against the high-risk ZIP codes, there is
a clear distinction that can be made across race, household income, means of transportation, and
educational attainment. In City Island, over 80% of the population were white and 63% of the
population were employed either full-time or part-time. City Island had the lowest percentage of
unemployed. Median household income is also about $70,000. Meanwhile, in the other ZIP
codes, the higher-risk areas, the white population ranged from 23% to 35% and median
household income ranged from $25,000 to $45,000. Interestingly enough, 10474 and 10458, the
initially low-risk areas, had the lowest median household incomes out of the 6 ZIP codes being
studied ($25,676 and $24,618 respectively). In City Island, 76% of the population listed a car,
truck, or van as their means of transportation and only 12% listed public transportation as their
primary mode of travel. Meanwhile, in higher-risk ZIP codes like the Hunts Point, Belmont,
Parkchester and Norwood regions, about 60% or more of the population in each of the areas
listed uses public transportation as their primary mode of travel. A large disparity also exists in
educational attainment. In City Island, 7% have not received a high school degree and 20% have
received a Bachelor’s degree. In Parkchester, Belmont, Hunts Point, and Soundview, about 23%
to a whopping 39% have not received a high school degree.
Part 2 Figures: Survey A and B Findings
1. Survey A
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Survey A consists of surveying the ZIP codes that were deemed “low-risk” based on
statistics from March 2020- June 2020. These ZIP codes include 10474, 10458, and 10464. The
total number of responses from Survey A was 62. About 27% were from 10474 or Hunts Point,
26% were from 10458 or Belmont, and 47% of respondents were from 10464, or City Island.
Most Survey A respondents were female. The minimum and maximum age ranges observed
were 18-24 and 65+, respectively. Most Survey A respondents were between the ages of 45-65
years old. The second most common age group was 35-44 years. Most respondents (over 40%)
identified as Caucasion.The median household income observed was $50,000 to $75,000. 50% of
respondents reported a total household income of over $75,000. An exploratory analysis of
Survey A results was not conducted because two of the ZIPs were no longer low-risk, thus
falling outside of the purview of my research model to be able to explain. In other words, since
the Survey A responses would not be representative of low-risk areas, it was not compared
against Survey B reponses.
2. Survey B
Survey B consists of surveying the ZIP codes that were deemed “high-risk” based on
statistics from March 2020- June 2020. These ZIP codes include 10462, 10472, and 10467. The
total number of responses from Survey B was 64. About 48% were from 10462 or Parkchester,
24% were from 10472, or Soundview, and 28% were from 10467, or Norwood and Ollinville.
On average, most respondents were female. The minimum and maximum age ranges observed
were 18-24 and 65+, respectively. Most Survey B respondents were between the ages of 18-24
years old. The second most common age group was 25-34 years. Most respondents (over 44%)
identified as Asian and about 30% identified as Latino. The median income observed was
$15,000 to $35,000. An exploratory analysis of Survey B responses was conducted and the
figures are presented in the appendix.
Similar to the findings from the Census, the initial results between the two surveys did
not provide a significant basis for making comparisons because City Island (10464), from Survey
A (the low-risk group) demographics and data widely differs from the other ZIP codes in the
low-risk group. For example, the median income in City Island according to the Census was
$70,000 which was reflected in the survey where about 50% of respondents reported an income
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of over $75,000. However, the other two ZIP codes 10474 and 10458, had a median income of
$25,000 according to the Census which is significantly lower than that of City Island’s. In the
survey, about 30% of respondents reported an income of $0-$35,000. Categorically, 10464,
10458, and 10474 no longer belong in the same category of “low-risk.” Only 10464 can
justifiably remain in the “low-risk” category. Thus, it was difficult to compare two clusters of
ZIP codes when there is too much variance within the low-risk grouping. Instead of comparing
Survey A to Survey B, I present below a few survey findings from Survey B, surveying the
high-risk group, that are interesting to consider when understanding people’s experience living
between these communities during the pandemic. I choose to focus on Survey B because it does
not include outliers like Survey A does (Hunts Point and Belmont being outliers since they later
became high-risk communities, as explained in the Census Analysis section).
Survey B Overview: Below are a few figures from Survey B which surveyed 64 individuals
from the ZIP codes that were deemed “high-risk” based on statistics from March 2020- June
2020. Appendix E presents all the data extracted from the survey. Following the figures are a
brief overview and analysis of Survey B results.

The pie chart above reflects the education levels of the respondents of Survey B.
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The pie chart above demonstrates responses to the following question: Are you familiar with
NYC Test and Trace and their COVID-19 contact tracing initiative?

The pie chart above demonstrates responses to the following question: Do you have access to
nutritious food?
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The pie chart above demonstrates responses to the following question: Do your living conditions
allow you to be able to safely quarantine for 2 weeks if needed?
Education is a common social determinant of health. Among survey respondents, only
26% had a Bachelor’s degree or higher with 35% having a high school degree or equivalent and
about 12% having less than a high school degree. Lack of higher education can affect one’s
knowledge on the science and technical aspects of the coronavirus which can affect how they
choose to protect themselves. One of the biggest initiatives in limiting the spread of the
coronavirus is through contact tracing. Contact tracing involves the process of alerting a patient
that they’re positive, collecting contacts of who the positive patient has been with, and advising
both the positive patient and their contacts to quarantine for two weeks. As mentioned earlier,
most respondents were either Asian or Latino, and interestingly enough, about 58% of
respondents noted that English was not their first language. Language barriers also present
another challenge to adhering to contact tracers if they struggle to understand English-speaking
contact tracers. Over 50% of survey B respondents said that they were either unsure of what
contact tracers were or had a vague understanding of it. Lack of awareness of what tracing is can
affect adherence to it. For example, someone who may not know what a contact tracer is, is more
likely to distrust a caller, who is asking them about personal information.
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About 41% of Survey B respondents reported either them or someone in their household
testing positive to the coronavirus during the months of March to June 2020. To further
understand COVID-19 related sickness and suffering, questions about access to income,
resources, and housing were asked. About 50% of Survey B respondents reported losing a job or
being unable to work due to COVID-19 and about 32% reported struggling to pay for rent from
April 2020 onwards. About 46% of respondents reported they did not feel that their community
received help by the city in staying safe during COVID-19. A whopping 68% also did not feel
they had access to nutritious food where they lived. 43% also noted that their living conditions
make it nearly impossible to safely quarantine in their home. Indeed, many Bronx families live in
multi-generational homes where household overcrowdedness makes it extremely difficult to
isolate. Thus, when one person gets COVID-19, it is likely the entire household does as well.
V. Discussion of Key Themes
I interviewed eight individuals in total. Five were from the high-risk communities
(10462, 10472, and 10467). Two individuals were from 10474 and 10458 which were initially
considered the low-risk communities, but are now high-risk and will be considered as such. One
individual from 10464, City Island, the consistently low-risk community, was interviewed.
Findings from the interviews along with my own reflections have been organized into key
themes below.
Public Housing
Noncompliance to medical advice has been a major concern nationwide in regulating the
transmission of the coronavirus. I interviewed Demir, a 24-year-old African American man
living in the Bronx River Houses. These houses are a part of public housing offered by the New
York City Housing Authority (NYCHA), which operates the nation’s largest public housing
system with over 400,000 tenants. Blocks of public housing dot parts of Soundview (ZIP Code:
10472). Demir’s housing situation is an interesting case where the economic, physical, and
cultural environment present unique challenges to adherence.
I asked Demir about whether he felt safe and cared for in his building. He was unsure
about my question because to him, the purpose of the projects was to provide a roof over his
head, and it didn’t occur to him to expect anything beyond that. Demir believed his apartment
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was a place to live, but not his home. To gain a better understanding of why, I asked whether
throughout this pandemic, he has been offered face masks, wipes, or if the building has been
routinely cleaned more. He shook his head. NYCHA has a long history of neglecting its
residents’ needs-- and the cutting of funding by the federal government in 2019 only made
matters worse. In fact, it was recently under investigation for submitting incorrect paperwork
about lead inspections. NYCHA is required to have contractors clean the buildings three times a
week, however, Demir hesitantly admitted he has only seen someone thoroughly cleaning
hallways, elevators, and floors twice since the onset of the pandemic. Evidently enough, Survey
B reinforces the blatant neglect of Bronx residents as nearly 47% of Survey B respondents said
they did not feel as though their community adequately prepared them with resources to stay safe
during the pandemic.
Economic Barriers to Adherence: Survival Mode
When I asked Demir whether generally, people in the buildings were staying safe, he
sighed and told me they weren’t.“These people don’t care ‘bout nobody but themselves” Demir
said frustratedly. He explained how posters about maintaining six feet would be torn down by the
residents. Demir spoke about how people in his neighborhood always opted for rapid COVID-19
testing as opposed to a PCR version because they wanted a quick and easy result that is more
likely to come out negative, even if they were positive. This is because many residents needed
letters stating they’re negative to attend appointments, work, etc.
Sam, another interviewee, who also lives in one of the project buildings was in contact
with someone who tested positive for the coronavirus and was alerted by contact tracers to
quarantine for 14 days. Sam was uncertain what contact tracers were and was hesitant in
providing any information. This is very common-- in fact, over 50% of survey B respondents
said that they were either unsure of what contact tracers were or had a vague understanding of it.
Every other day, Sam would receive calls by tracers asking if he was home to which he would lie
and say he was when he was actually at work. If Sam were to follow COVID guidelines and
quarantine, he would not be able to work. Many public housing residents are not financially
stable enough to stock up on a large supply of food. One in five front-line workers at grocery
stores, social services organizations and other essential businesses in New York City are also
noncitizens, according to a March report from the City Comptroller’s office. Those who were
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undocumented for example, did not have the option to miss work because they did not have the
luxury of applying for unemployment benefits.
Survey B shows the median income in the high-risk areas amongst the 64 respondents
being $15,000- $35,00 while median household income is $64,000 in New York City and
$87,000 in Manhattan (U.S. Census Bureau, 2010). Survey B findings also show that over 30%
of respondents struggled to pay for rent and about 20% of respondents struggled to pay for food
during the months of April to June 2020. Adhering to the protocols of quarantining creates a
barrier to many people’s already fragile stability. Their socioeconomic deprivation and everyday
violence are embodied and expressed through their noncompliance to medical advice.
Amongst these residents, there is an implicit axiology grounded in survival money.
Living from paycheck to paycheck drastically changes the ontological realities that many public
housing residents face. While the coronavirus is feared by the general public, people like Sam
and others are more worried about basic living expenses. Their priorities and concerns are based
on their sphere of control. Work is something they can directly control while an “invisible”
pathogen is not. Sickness from the coronavirus is an “if '' circumstance while hunger and eviction
is a certain and concrete consequence of not working. Their life choices are structured around the
destitution they face. Thus, the need for employment outweighs the need to adhere to health
advice which heightens their risk for the coronavirus. The worry of following COVID-19
protocols is a privilege and luxury those in grinding poverty in the Bronx do not have.
Demir was not shy about his past. He spoke about how he was a part of a gang and sold
marijuana when he was a teenager. It was not only to make money, but to uphold a reputation in
the area. Living in many of these public housing buildings meant adhering to the subculture of
the area. When I asked Demir if he ever sees himself living anywhere other than the projects he
laughed,“My grandfather grew up and died here, my dad grew up and died here, you think
someone like me is any different?” There is a sense of indifference and acceptance to the
impoverished conditions public housing residents are subjected to. Demir’s indifference reflects
the psychological impact systemic racism has on people of color where they become comfortable
in their poverty because they are never exposed to anything beyond it.
Often, those who do not wear a mask, or go to work when they might have COVID-19,
are categorized as “bad.” However, these interviews suggest that the issue of noncompliance
goes far deeper than what is observed. For many public housing residents and those depraved,
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personal choices are shaped by a survival mentality that only places value on the tangible,
immediate consequences of their actions (i.e. going to work to afford rent). The root of the issue
is not why some are noncompliant, but why one has to sacrifice basic necessities to obey city
rules.
Overcrowdedness
Population density was a common theme across all my interviews in the high-risk
communities. Every one of my interviewees in the high-risk grouping lived in an apartment
building they shared with large families. One Hispanic woman in particular, Cami, lived in a
one-bedroom Parkchester condominium (ZIP Code: 10462) with 6 others. “The elevator never
works,” she complained. Practicing social distancing was difficult because there were no signs
enforcing an occupancy level. In addition to that, the elevators were often under maintenance and
so when they did work, everyone would squish into one small elevator. In these condominiums,
about six apartments would be placed on one floor. The mere act of throwing out the garbage
meant you had to leave your apartment and open the garbage disposal that everyone on the floor
touches.
Alina, an Arab American living in Parkchester, was a cashier at a wine store on Astor
Place. When the city went on lockdown, her workplace remained open. Alina explained how she
was amazed at how crowded the Bronx trains were despite a lockdown--and they were all
frontline workers commuting to their customer-facing jobs in Manhattan. When Alina became
sick with COVID-19, she had nowhere to go. She lived with her husband, her mother-in-law, and
three children in a one bedroom apartment. When she called the city for a hotel, she did not hear
back until two days later. In the meantime, Alina contained herself in her bedroom while the
other five members of the family crammed into the living room. “It is already a cramped
apartment as it is,” she lamented. While in the hotel, she found out her mother-in-law was
showing symptoms. Soon, the rest of her family became sick as well. “I’m their mother, instead
of protecting them I ended up hurting them...but where was I to go? Who would take me in?”
Evidently enough, findings from Survey B indicate that over 43% of survey respondents felt that
it would be nearly impossible to effectively quarantine in their current living conditions.
Household overcrowdedness is a major issue exclusive to those in poverty who cannot afford
larger housing or hotel options.
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Cultural Barriers to Adherence
“Morle morlam, shobta Allah hukum,” Rumi lamented in Bangla. I asked her how she
feels about living in one of the areas with the highest rates of COVID-19 cases. “If I die, I die,
it’s all up to God anyway” was her response (translated in English from Bangla). Rumi is a
43-year-old Bengali-Muslim woman living in the Bronx and an active member at her local
mosque. She explained that although she did wear a mask outside, she was not afraid of the
virus, and did not take extra precautions at home like wiping down door handles or washing
hands. She firmly believed that as long as she continued to pray and be an obedient Muslim, God
would protect her from the coronavirus. When I asked her about those who were practicing
Muslims but still became ill, she replied, “God is the only judge. I cannot decide whose a
practicing Muslim or not.” Religion itself is not a barrier to adherence. Rumi’s unequivocal
reliance on God reflects a deeper issue of using religion as an excuse to not take control of one’s
own life. Instead of doing what is in one’s control to prevent becoming sick, Rumi’s
over-dependence on her faith hinders her adherence to taking COVID-19 precautions. Not only
is this association of illness with sin detrimental to oneself, but to others as well.
When my father, Mohammed, tested positive for COVID-19, he was still very adamant
on going to the mosque for prayer. “People will see that I am not there, and know why” he said,
with a shaking voice. “So what if they do know? So many have gotten sick” I replied. My father
grimaced, “You won’t understand. They’re going to be revolted by me...that I don’t wash my
hands, or worse, that I’m not a good person.” It took hours of back and forth to force my father
to stay inside his room. However, his stubbornness is a logical response to have in an
environment where people like Rumi generalized infections as being a form of punishment from
the universe.
My father is a delivery man for a local pharmacy in the Bronx. Everyday, throughout the
pandemic, he delivered medicine, visiting numerous apartments and houses on a daily basis.
Although he wore two masks and carried sanitizer, contact with sick patients and visiting
hundreds of homes made it nearly impossible to not eventually become sick. My Muslim father,
someone who took pride in going to the mosque five times a day, knew his illness was not a
result of God-given punishment. He knew frontline workers were at a greater risk, but he
accepted it anyway because earning income was a necessity in order to support a family of six.
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Although he understood his illness was out of his control and did not reflect his character, he
refused to let anyone else know he had COVID-19. “I would rather die from COVID than to live
with everyone knowing I had it,” he said, exasperated. My father’s story is similar to many
individuals who wanted to continue, or actually did continue with their regular routines, even
after testing positive, because of the fear and stigmatization of being labeled dirty, or not
“religious enough.” Having COVID-19 has become a major taboo, especially amongst the South
Asian community. Since coronavirus can be cleaned away with soap, there’s a strong belief that
those who do get sick, are unhygienic. Even those who are knowledgeable about COVID-19 will
still be hesitant about telling others from fear of stigmatization. Consequently, contact tracers
may have difficulty in generating lists of individuals positive patients have come into contact
with because many patients refuse to disclose that information out of fear that people in the
community will outcast them. Adherence to precautions like quarantine and disclosing
information to contact tracers can become extremely low as a result of these cultural factors.
New York City Neglect
One particular interview I had with a 19-year-old college student living in Norwood was
extremely insightful in shedding light on the multi-layers of city neglect communities of color
experience. I began the conversation with a discussion about food, and the kinds Fariha liked to
eat. The conversation slowly shifted to nutrition, and I asked about her grandmother, Shefa, who
Fariha mentioned had diabetes. Fariha, who lives in Bensonhurst, Brooklyn, explained that she
uses Amazon Prime for most of her groceries because they offer a wide variety of fruits and
vegetables that arrive the very next day. However, when she tried delivering food to her
grandmother in the Bronx through Amazon Fresh, she noticed there were far less vegetable
options to choose from, the fruits were slightly more expensive, and delivery time took multiple
days rather than the standard 2-day shipping. When the vegetables finally did arrive, her
grandmother complained that some tomatoes were rotten-- something that had never happened to
her Brooklyn shipments. “There is some weird stuff going on in the Bronx” Fariha commented.
After some research, I found out that there are fewer options and longer delivery times because
Amazon Fresh partners with local grocery stores and Whole Foods Market. There are currently
no Whole Foods Markets in the Bronx other than one located in Northeast Yonkers, a primarily
white community.

33

While health is often seen as based on one’s genetics and lifestyle choices, the ability to
exercise one’s individual control over their lifestyle choices and what is available to them, is
relative to the environment one is in. External forces driven by social institutions shape the
choices and opportunities available to individuals in various environments. Studies show that the
Bronx holds substantially fewer supermarkets that sell fresh produce (Lucan, 2015).
Unsurprisingly, a whopping 68% of Survey B respondents reported that they do not have access
to nutritious food. Lack of policies to ensure that all communities have access to nutritious food
reflects city negligence and promotes unhealthy eating habits which put one at a higher risk of
severely suffering from the coronavirus. It is not surprising that the Bronx has the highest rates
of daily sugar consumption (32%), obesity (32%), diabetes (16%), and hypertension (36%)
(Micmillas, 2021).
Like many other Bronx residents, Shefa was diabetic. Her kidney function was under
10% and she required dialysis three times a week. For four years, she had her dialysis
appointments until June of 2020. When she started showing coronavirus symptoms and tested
positive, she was denied dialysis services at her local Norwood (10467) dialysis center and was
told to go to the emergency room for it. However, at the time, emergency rooms were extremely
overcrowded and many people, including Shefa, were uncomfortable with going to a hospital.
Language barriers in addition to fear of being stuck on a vent alone deterred her grandmother
from going. Doctors also told Shefa that if her lips and mouth turned blue, she should come to
the hospital. “My grandmother is the color of honey, her lips don’t turn blue” Fariha said.
Blueness of lips is a symptom commonly seen in lighter skin tones. Like most of Western
medicine, this medical advice was centered around a hypothetical white patient and is not
applicable to different ethnicities and skin tones.
After avoiding the hospital for two weeks, Shefa was finally able to find a center that
admitted her for her dialysis. However, by then, she had already suffered tremendously. Shefa
passed away later that month. Little access to resources coupled with racial discrimination in
infrastructural and environmental policies, it is unsurprising that life expectancy in the Bronx is
about 75 years old-- a whopping 10 years lower than that of the more affluent regions of
Manhattan and Brooklyn. Shefa’s story touches on language barriers, fear of Western physicians,
systemic malnutrition, under-resourced Bronx hospitals, and culturally insensitive healthcare.
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City Island
City Island presents a unique case because since it is situated on an island, its geography
allows for it to be secluded from the crowdedness of the city; the population is also very low,
with about only 4,400 residents according to the 2010 census, and with over 85% of them being
white. Furthermore, over 75% of the population use a car, truck, or a van as their primary mode
of transportation according to the census analysis. This starkly differs from most other Bronx
neighborhoods like in Parkchester, for example, where 63% list public transportation as their
primary mode of travel. I interviewed Luca, an Italian American 24-year-old man living in City
Island who loves music and skateboarding. Over Zoom, he showed me pictures of the concerts
he had gone to, and how much he missed them because of the pandemic. Interestingly enough,
Luca was the first and only person who responded to the question: “What do you miss the most
during a pandemic” with a tangible experience. Amongst the other interviewees, I received
responses about mental health, or decreased wages. Luca missed concerts-- but I don’t blame
him, he went to some pretty amazing ones. Luca had COVID-19 in June of 2020 and was
bedridden for weeks. “The IV really helped me though, I think, it had all sorts of vitamins, I think
even elderberry...” he said. An IV is a thin tube tube usually used in hospitals to inject various
fluids or medicine into the body. To have an IV in your home injecting vitamins to boost the
immune system, was something I could not comprehend. Luca not only came from generational
wealth, but he came from power as well. His father owned a local seafood shack in City Island
and his mother held a prominent role in one of City Island’s real estate managing corporations.
Although Luca did suffer from the coronavirus in terms of symptoms, he was able to recover in
10 days. When I asked Luca if he had felt financially burdened by not working he was
confused-- “I was still working, and I used a few of my sick days” he replied. Due to the
limitations of only studying one low-risk ZIP code (10464, City Island), there is not enough
information to make insights about low-risk communities. While Luca’s interview cannot be
generalized to every City Island resident, I chose to keep Luca’s interview in my thematic
analysis because his household income, which is above $75,000, as well as his social standing in
the community, portrays the role income and social power may have on the experience of social
suffering and vulnerability to diseases. Unlike the interviews in high-risk areas, Luca’s
COVID-19 diagnosis did not affect his ability to earn income as he was a remote worker and his
career offered him pay during his illness. He was also given advanced treatment like home-IV’s
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which are typically not accessible to the public unless one has connections with hospitals as well
as the financial means.
Limitations and Recommendations for Future Studies:
The validity and reliability of a study are crucial in ensuring an accurate portrayal of
results. Surveys conducted have high validity because the questions are structured and refer to
the theoretical social determinants of health frameworks which are a valid measure of sickness
related risk factors. Survey A responses were not very reliable, however, because the consistency
of results would differ over time since the ZIP codes categorically changed within the low-risk
cluster. Survey questions involve one’s experience from March to June 2020 and thereby are
reliable because their experience during that time cannot change and thus survey responses
would theoretically remain consistent if reproduced. Some parts of the survey, however, ask
about one’s own opinion such as whether they have access to nutritious food or opinions on the
healthcare system have high validity but low reliability because their interpretation can change
over time. For example, one person’s interpretation of what is “nutritious” can change. In regards
to interviews, reliability is epistemologically counter-intuitive because each person will naturally
have different interpretations given their own backgrounds and values which are also subject to
change over time. Regardless, thick descriptions and detailed interview notes help to gather an
accurate portrayal of people’s lived experiences during the pandemic.
A major limitation in my study is that I was unable to compare 3 ZIP codes considered
“low-risk” with 3 ZIP codes considered “high-risk.” Using the time frame of March-June limited
me from initially recognizing the ways in which some of the areas that were low-risk during that
time frame, ended up becoming a categorically “high-risk” community at a later time. This
fluctuation created inconsistency in my grouping which limited the comparisons I could make
with the survey results since I could not generalize Hunts Point and Belmont survey responses
with City Island’s. Perhaps for future research, it would be beneficial to look into why the ZIP
codes of Hunts Point and Belmont were initially low and then rose up. This epidemiological fact
is a reality and of social significance, even if its analytical features fall outside of the research
model. I would like to conduct a separate study focusing on this phenomenon since in some ways
this shift from low-risk to high-risk socio-economic status dynamism may be at the heart of some
risk assemblages. Nonetheless, I was able to use City Island’s census data and make comparisons
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with the census data in the high-risk areas. A descriptive analysis of Survey B data was analyzed
which provided some meaningful insights that supplemented the interview findings. I also
recommend repeating this study after the pandemic in order to see the large-scale impact the
pandemic has had and make better choices when determining the low-risk areas vs. the high-risk
areas. If I were to repeat this study again, I would also consider focusing on one ZIP code only in
order to fully study the location’s urban landscape, infrastructure, culture, and health on a more
community-level analysis.
VI. Conclusion:
No single factor can fully define increased risk for COVID-19 related suffering. To fully
understand the Bronx’s public health, political-economic systems must be explored through a
culturally relative lens and in conjunction with social structures which ultimately perpetuate
cyclical power, poverty (class-relations), and privilege. While malnutrition, disease prevalence,
detrimental housing conditions, and lack of medical care are the physical framework that
attributes to death and suffering, grinding poverty is the needle that strings these phenomena
together. Those on the bottom rung of the social ladder in the Bronx have little to no agency in
their health status and must succumb to the lowest qualities of life. The framework of social
distancing, sanitizing, and quarantining used to limit the transmission of COVID-19 is a template
based on upper-class ontology and does not consider the social and economic nuances that exist
for marginalized folks. However, changing the framework is only a band-aid solution. The real
issues derive back to the historical and racial injustices the Bronx has suffered since the 1970s.
To address the disproportionate pandemic-related suffering of immigrants in the Bronx, one has
to understand the historical, multi-generational racism that has shaped every aspect of the Bronx
and continues to be deeply intertwined within our social institutions. The land and property in the
Bronx desperately requires funding to flourish-- and by allowing Bronx residents to reclaim this
land, rather than be displaced by it, they would be given a chance to escape their maze-like
poverty and create generational wealth. Paul Farmer in his essay, “On Suffering and Structural
Violence,” notes, “the poor are not only more likely to suffer, they are also more likely to have
their suffering silenced.” The stories of those who have suffered, should not only be heard, but
should frame public health policy-making that is equitable and immigrant-centered. Education
about health should also be communicated strategically, like via faith-based centers that already

37

have a strong relationship with the community and can specifically connect to those who may be
skeptical about the science.
A story about the Bronx is incomplete without mentioning the mutual aid networks and
grassroot organizations who throughout the COVID-19 pandemic, have tirelessly worked
on-the-ground to support those most affected in the borough through rent assistance, food
pantries, cash-aid, and resource guides. The pandemic, amidst its tragedy, has created a new
consciousness in the air. Bronx residents are diverse, and crucial to the capital of New York. The
divisive barriers and disparities people of color face through everyday and structural violence are
being confronted, dismantled, and those in power are starting to be held accountable. Bronx
residents are fighting against alienation and are familiar with resilience.
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VIII. Appendices
Appendix A: Survey A and B Questions
1. Which of the following zip codes do you live in?
10472
10462
10467
10474
10458
10463
2. What is your age?
18-24 years old
25-34 years old
35-44 years old
45-65 years old
65 years old or older
3. What is your gender?
Male
Female
Other: ______
4. Please specify your ethnicity
5. What is your total household income?
Less than $15,000
$15,000 to $34,999
$35,000 to $49,999
$50,000 to $74,999
$75,000 to $99,999
Over $100,000
6. Please list which statement best represents your employment status during April-June
No change in employment, remained full-time
My hours were decreased but I was still working
I lost my job or was not working due to COVID
I was unemployed, but not as a result of COVID-19
*if yes to 1 and 2: Was your job remote during April-June?
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Yes
No
7. Was anyone in your household’s employment negatively affected by COVID-19 other than
yourself?
Yes
No
8. Please select anything you struggled to pay for during April-June due to COVID-19
Rent
Food
Hospital Bills/Medication
Other: _________
I did not struggle financially to pay for things
9. Please select, if any, the forms of government assistance you received during April-June.
If it is not listed here, please specify in Other.
Unemployment benefits
SNAP and/or P-EBT
Welfare or TANF (Temporary Assistance for Needy Families)
Other:_________
10. What is your education level?
Less than a high school diploma
High school degree or equivalent (e.g. GED)
Some college, no degree
Associate degree
Bachelor’s degree or higher
11. If you live with parents or guardians, what is their education level? Leave N/A when
necessary.
Guardian 1:
N/A
Less than a high school diploma
High school degree or equivalent (e.g. GED)
Some college, no degree
Associate degree
Bachelor’s degree or higher
Guardian 2:
N/A
Less than a high school diploma
High school degree or equivalent (e.g. GED)
Some college, no degree
Associate degree
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Bachelor’s degree or higher
12. Was English your first language? If not, please specify your first language.
Yes
No ________
13. Where do you typically get your information from? Select all that apply
News channels
Whatsapp, Facebook, Instagram, and Twitter
Word of Mouth
Internet (Youtube, Google, etc.)
14. Are you familiar with NYC Test and Trace and their COVID-19 contact tracing initiative?
Yes
A little
Unsure
15. Do you feel your neighborhood has properly informed you about staying safe during
COVID-19? (This can look like flyers, handing out supplies, letters/emails about
COVID-19 updates, etc.).
Yes
No
16. Do you have access to nutritious food?
Yes
No
17. Have you had a support system to deal with COVID-19 during the months of April
through June? (local community-based organizations, family, friends)
Yes
No
18. Did you have health insurance during the months of April-June?
Yes
No
19. How often do you usually see your primary care physician?
Every six months
Once a year
Once every few years
I do not have one
20. Have you gotten tested for COVID-19 before?
Yes
No
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21. On a scale of 1-10 (1 being the lowest and 10 being the highest), how confident are you
in the quality of treatment given at hospitals?
1-10
22. On a scale of 1-10 (1 being the lowest and 10 being the highest, how safe do you feel
going to the hospital during the COVID-19 pandemic?
1-10
23. Have you or anyone in your household tested positive to the coronavirus?
Yes
No
24. Do your living conditions allow you to be able to safely quarantine for 2 weeks if
needed?
Yes, I can self-isolate in my home if needed
Somewhat, it will be a bit difficult
No, it will be nearly impossible
25. Do you take COVID-19 prevention precautions when in public? (wearing face coverings,
washing hands, limiting close contact, etc.)
Yes
No
26. How many hours a day did you stay home during the months of April to June? Select the
one most true to you
All day for most days
12 hours or more
11 hours or less
Appendix B:
This appendix contains sample questions used during the interviews. All interviews were
conducted virtually because of the limitations due to the COVID-19 pandemic and lasted for
about an hour to an hour and a half. Each interview consisted of different questions that were
based on answers to each interviewee’s previous responses. A list of sample questions that the
interviewer used for guiding purposes are included below.
1.
2.
3.
4.
5.
6.
7.
8.
9.

Tell me about yourself. (Name, age, gender, occupation, hobbies, household size, etc.)
How do you define health?
Would you consider yourself a healthy person?
Describe to me the neighborhood you live in. Do you feel cared for? Safe?
When did you test positive? What was your day-to-day life like during the months of
March-June of 2020? Are they any different now?
What were some of the biggest challenges you faced that were caused by the pandemic?
Were any of the challenges you experienced out of your control? Tell me about them.
What was your experience leading up to your COVID-19 diagnoses?
What resources have helped you during this time (economically, mentally, etc.)?
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10. What was your greatest loss during this pandemic?
Appendix C
United States Census Findings (2010)
The following are graphs from the 2010 U.S. Census. The graphs are organized by ZIP Code.
10474, Hunts Point (initially low-risk, but changed to high-risk)
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10458, Belmont (initially low-risk, but changed to high-risk):
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10464, City Island, low-risk community:
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10462, Parkchester, high-risk community:
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10472, Soundview, high-risk community:
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10469, Norwood and Olinville, high-risk community:
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Appendix D: Survey A Results

Figure: The figure above presents the percentage of survey respondents by ZIP Code.
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The figure above presents the percentage of respondents by gender. Most Survey A respondents
are female.

The figure above presents the percentage of respondents by age. The minimum and maximum
ranges observed are 18-24 and 65+, respectively. Most Survey A respondents were between the
ages of 45-65 years old. The second most common age group was 35-44 years.
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Percentage of respondents by total household income. The median income observed was $50,000
to $75,000.

Appendix E: Survey B Results

The figure above presents the percentage of respondents by ZIP Code
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The figure above presents the percentage of respondents by gender. On average, most
respondents are female.

The figure above presents the percentage of respondents by age. The minimum and maximum
ranges observed are 18-24 and 65+, respectively. Most Survey B respondents were between the
ages of 18-24 years old. The second most common age group was 25-34 years.
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Percentage of respondents by total household income. The median income observed was $15,000
to $35,000.

The table above includes responses from Survey B, the low-risk communities, that answer the
question: Please select which statement best represents your employment status during
April-June of 2020

54

The pie chart above reflects the education levels of the respondents of Survey B.

The pie chart above demonstrates responses to the following question: Was English your first
language?
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The pie chart above demonstrates responses to the following question: Are you familiar with
NYC Test and Trace and their COVID-19 contact tracing initiative?

The pie chart above demonstrates responses to the following question: Do you feel your
community has received help in staying safe during COVID-19? (This can look like flyers around
the neighborhood, receiving face masks, letters about COVID-19 updates, etc.).
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The pie chart above demonstrates responses to the following question: Do you have access to
nutritious food?

The pie chart above demonstrates responses to the following question: How often do you usually
see your primary care physician?
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The pie chart above demonstrates responses to the following question: Have you or anyone in
your household tested positive to the coronavirus during the months of March-June 2020?

The pie chart above demonstrates responses to the following question: Do your living conditions
allow you to be able to safely quarantine for 2 weeks if needed?
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